Primary care providers are our nation's 'front line forces' for bioterrorism surveillance, detection and immediate care, accounting for approximately 113 visits per 1000 population per month, contrasted with 13 emergency department visits per 1000 population per month and one admission to an academic-medical-centre hospital per 1000 population per month. 1 Our hospitals and emergency departments, frequently at the limits of their capacity now, could not possibly assume the task of evaluating the general population with flu-like syndromes for anthrax or for other conditions that may first present as abnormal epidemics of common symptoms. Testing every patient for anthrax with flu-like symptoms and no other risk factors would entail enormous unnecessary cost. Effective bioterrorism surveillance is a complex task with multiple approaches including mechanistic, laboratory and sentinel surveillance. Volunteer reporting of surveillance data is problematic, especially if the condition (e.g. anthrax) does not appear, or if the reporting process involves significant time and resources outside the normal practice of the physician. In the UK, 98% of the GPs have access to an electronic clinical record system at the point of care, as contrasted with the US where approximately 5% of family physicians are using such technologies. The PCIWG has developed, over the past two years, a National Strategic Plan in Primary Care Informatics which calls for standards-based EMRs in every physician's office. 2 The National Alliance for Primary Care Informatics (NAPCI) has endorsed the vision statement that 'Every primary care provider will use information technology that includes electronic health records with the ability to access and communicate needed clinical information to achieve high-quality, safe and affordable health care'. a Such an infrastructure will then allow for epidemiological studies of many conditions, as well as interventions and outcomes, thereby profiting the world population's health and wellbeing.
